Objective: Researchers have advocated replacing the DSM-IV classification of personality disorders with an alternative diagnostic system based on the five-factor model. This study evaluates the clinical comprehensiveness of the five-factor model and addresses the broader question of how many factors, and which factors, are necessary to understand personality pathology.
Results:
The five-factor structure replicated in a content-restricted subset of 60 SWAP-200 items. However, factor analysis of the full SWAP-200 yielded a conceptually richer factor solution that did not resemble the five-factor model. The analysis identified 12 clinically relevant personality dimensions labeled psychological health, psychopathy, hostility, narcissism, emotional dysregulation, dysphoria, schizoid orientation, obsessionality, thought disorder, oedipal conflict (histrionic sexualization), dissociation, and sexual conflict.
Conclusions:
The five-factor model represents a sound distillation of the personality constructs used by laypersons. However, it omits key clinical constructs and may not capture the complexity of personality syndromes seen in clinical practice. The SWAP-200 factors may provide a framework for studying personality pathology that is both empirically grounded and clinically relevant. Resear chers are evaluating a range of alternatives to the personality disorder classification system provided by DSM-IV. Many advocate replacing the current categorical approach (in which personality disorders are diagnosed as present or absent) with a dimensional approach, which would treat personality traits as continua (1) (2) (3) . Proponents of dimensional approaches point out that personality traits are normally distributed in nature, so categorical diagnosis imposes arbitrary dichotomies; that categorical diagnosis implies a discontinuity between normal and pathological personality, whereas dimensional approaches help integrate the understanding of normal and pathological personality; that dimensional variables have psychometric advantages and lend themselves more readily to statistical analysis, including measurement of change; and that the important dimensions of personality can be established empirically by means of factor analysis rather than by committee decision (1-3).
In particular, researchers have proposed replacing axis II with a dimensional system based on the five-factor model of personality (4) . The five-factor model conceptualizes personality in terms of five basic dimensions or traits. This article examines the clinical relevance of the five-factor model and compares it to an alternative dimensional model derived from the Shedler-Westen Assessment Procedure (SWAP-200), an instrument designed to quantify the observations of experienced clinical observers. More broadly, this article addresses the questions of how many factors, and which factors, are necessary for understanding personality pathology.
Overview of the Five-Factor Model
The five-factor model reflects over four decades of research by academic psychologists. In the late 1950s and early 1960s, researchers asked volunteer (nonclinical) subjects to rate the personality traits of their peers using lists of adjectives from Webster's unabridged dictionary (5) . Factor analysis of the ratings yielded five factors or dimensions that accounted for much of the underlying variance (6) (7) (8) . Over the ensuing decades, the five factors emerged reliably in factor analysis of self-rating and peer-rating data (e.g., references [9] [10] [11] [12] . The factors have commonly been labeled neuroticism, extroversion, agreeableness, conscientiousness, and openness to experience. Each label refers to one pole of a bipolar dimension (e.g., the opposite pole of extroversion is introversion).
Proponents argue that the five-factor model captures the essential features of personality and that any personality construct can ultimately be mapped onto the factors (11) (12) (13) (14) . Some maintain that the factors constitute the "universal structure" of human personality (13) . This assertion rests on the lexical hypothesis that language evolves over time to describe what is important. According to this hypothesis, meaningful traits on which people differ will be represented in the natural language and can be identified through factor analysis of everyday terms. Indeed, the five-factor model has proven remarkably generative. It appears cross-culturally relevant (e.g., references 12, 15, 16) , has proven valuable in studying consistency and change in personality over time (e.g., reference 11), and has been applied successfully in research on the heritability of personality traits (10, 17) .
From a five-factor perspective, personality disorders are simply extreme variants of normal personality traits (4) . Thus, five-factor model researchers have conceptualized histrionic personality disorder in terms of excessive extroversion, and antisocial personality disorder as a combination of low agreeableness and low conscientiousness (18) . Because analysis at the level of five factors often lacks the specificity to characterize complex personality disorders, researchers have moved a level down the factor hierarchy to subfactors or "facets" of the five factors (18) . Thus, the most widely used five-factor model inventory (the revised NEO Personality Inventory [19] ) includes neuroticism subscales of anxiety, hostility, depression, self-consciousness, impulsiveness, and vulnerability. A patient with borderline personality disorder would be high on all facets, whereas a patient with avoidant personality disorder would be high on anxiety and self-consciousness but low on impulsivity and hostility.
Is the Five-Factor Model Clinically Relevant?
Critics have questioned the clinical relevance of the five-factor model (20) (21) (22) (23) (24) . One concern is that factor analytic findings depend on the items included in the analysis. The five-factor model derives from factor analysis of adjectives, but lists of adjectives may be inadequate for describing the complexities of personality. Phrases, whole sentences, and occasionally even paragraphs may be necessary (20) . Restricting attention to what can be described with lists of adjectives seems a significant handicap when describing complex psychological processes.
A related concern is that the five-factor model is too superficial for clinical (versus lay) personality description. One researcher characterized it as describing the "psychology of the stranger" (21) , that is, the way a person appears to another after a casual encounter (e.g., gregarious, hostile, modest). Others have noted that everyday language may not be differentiated enough for scientific and clinical purposes (20, 23, 25) .
The five-factor model derives from self-ratings and peer ratings provided by laypersons, not psychological assessments provided by psychiatrists and psychologists. However, lay observers may have limited exposure to the kinds of personality pathology that mental health professionals encounter daily. Further, the sophistication of a personality theory generated by this method can be no greater than that of the average person who contributes ratings. Thus, the five-factor model unavoidably reduces personality description to the lowest common denominator, implicitly denying differences in knowledge and understanding between professionals and laypersons.
Five-factor model research has relied heavily on self-report instruments that assume people report accurately on their own personalities. However, research by Shedler et al. (26) on "illusory mental health" demonstrates that selfreport scales cannot distinguish between psychologically healthy individuals and emotionally disturbed individuals who lack self-awareness. Other research demonstrates that important cognitive, affective, and motivational processes (i.e., personality processes) may be implicit rather than explicit and not accessible by self-report (e.g., references 27, 28). The problems inherent in self-report instruments may be amplified for patients with personality disorders, for whom lack of insight and self-awareness is often diagnostic.
Researchers have made the five-factor model more useful for describing personality disorders by focusing on subfactors or "facets" of the factors. However, this is no longer the five-factor model that has been so well validated and replicated, and investigators can no longer claim the same advantages of universality, reproducibility, and cross-cultural relevance.
Finally, the five-factor model focuses on behavioral tendencies (e.g., extroversion) and relatively obvious internal states (e.g., depression) but not on the psychological processes that are the focus of much clinical work. For example, it is common in clinical practice to encounter patients who are angry but also inhibited about experiencing and expressing anger. A moderate score on an anger dimension would not differentiate between individuals who are conflicted about anger expression and those who truly have a moderate level of the trait. Similarly, narcissistic patients may have both feelings of inflated self-worth and feelings of inadequacy. A moderate score on a "modesty" dimension would not convey the nature of the narcissistic dilemma.
Rationale and Overview
The five-factor model represents an important distillation of the personality constructs used by laypeople and reflected in everyday language. Whether it is comprehensive enough to describe personality disorders, or provides a "language" sophisticated enough to encompass the constructs salient to clinical (as opposed to lay) personality assessors are open questions. To address these questions, we collected personality assessment data in a sample of 530 psychotherapy patients receiving treatment for personality disorders and factor-analyzed the set of personality-descriptive statements provided by the SWAP-200 (29) (30) (31) . The SWAP-200 differs from five-factor model instruments in that it 1) samples from the domain of personality constructs used by clinical practitioners rather than adjectives from the dictionary (including, but not limited to, axis II criteria); 2) relies on expert observers, not laypersons, as personality assessors; and 3) includes items that address internal psychological processes (e.g., ways of experiencing the self, others, and relationships; motives and conflicts; affect regulation strategies or defenses) that are absent from five-factor-model instruments but that most clinicians consider important.
We performed two factor analyses. First, we selected a subset of 60 items from the SWAP-200 with face content that mapped readily onto any of the five five-factor model factors or facets (32) and factor-analyzed this content-restricted item set. Next, we factor-analyzed the full SWAP-200. We reasoned that if the five-factor model is indeed a comprehensive system for assessing personality and personality pathology, then a factor structure resembling the five-factor model should emerge in both factor analyses. If, on the other hand, reproduction of the five-factor model depends on the use of a content-restricted item set (derived from, and designed for, lay personality description), then the five factors should emerge only in the 60-item factor analysis but not in the 200-item factor analysis.
This study is not intended to compare the validity or utility of the SWAP-200 versus the five-factor model. Such a comparison would require administering the SWAP-200 and a five-factor instrument in the same sample and examining relations with a broad range of relevant criterion variables. We are suggesting only that failure to replicate the five-factor model in this clinical sample should raise questions about its comprehensiveness for assessing personality pathology, especially if factor analysis of the SWAP-200 identifies important personality constructs absent from the five-factor model.
The SWAP-200: Quantifying Clinical Judgment
The SWAP-200 is a set of 200 personality-descriptive statements, each printed on a separate index card (29) (30) (31) 33) . To describe a patient using the SWAP-200, a clinician arranges the items into eight categories from those that are not descriptive of the patient (assigned a value of 0) to those that are highly descriptive (assigned a value of 7). Thus, the procedure yields a numeric score from 0 to 7 for each of 200 personality-descriptive variables. An interactive, web-based version of the instrument is also available.
(The web-based version of the SWAP-200 can be viewed at www.psychsystems.net/guest.cfm.) The SWAP-200 is based on the Q-sort method, which requires clinicians to arrange the items into a fixed distribution. This method has psychometric advantages that have been described in detail elsewhere (34) .
SWAP-200 items are written in straightforward, experience-near language (e.g., "Tends to be passive and unassertive" or "Has an exaggerated sense of self-importance"), and statements that require inferences about internal psychological processes are written in simple English, not jargon (e.g., "Tends to see own unacceptable feelings or impulses in other people instead of in him/herself"). The SWAP-200 item set was developed and revised over a 7-year period (see reference 29) and incorporates constructs from a wide variety of sources, including axis II diagnostic criteria included in DSM-III through DSM-IV, selected axis I criteria that could reflect personality traits (such as depression and anxiety), research in personality psychology (including research on the five-factor model), and the clinical literature on personality disorders written over the past 50 years (e.g., references [38] [39] [40] .
Most important, the SWAP-200 is the product of an iterative revision process that incorporated the feedback of hundreds of clinicians who used the instrument to describe their patients. Each time a clinician used the instrument, we asked one crucial question: "Were you able to describe the things you consider psychologically important about your patient?" We added, edited, rewrote, and revised items based on this feedback, then asked new clinicians to describe new patients. We repeated this process over many iterations until most clinicians could answer "yes" most of the time.
Method
The data collection methods have been described elsewhere (30); here we summarize the procedures relevant to the present study. A national sample of 530 board-certified psychiatrists and licensed clinical psychologists contributed data to the study. These clinicians were recruited from the rosters of the American Psychiatric Association and the American Psychological Association. We initially surveyed the clinicians to determine which personality disorders were represented in their practices. We then randomly assigned a specific personality disorder for each clinician to describe (with the constraint that the personality disorder was represented in the clinician's practice). Each clinician used the SWAP-200 to describe a current patient with a specified personality disorder. The clinicians also rated the extent to which the patient met criteria for each personality disorder included in DSM-IV (7-point rating scale; 1=not at all, 7=fully meets criteria).
Results

Characteristics of Clinicians
The participating clinicians had an average of 18.4 years (SD=9.8) practice experience posttraining. Approximately one-third were psychiatrists and two-thirds were psychologists; 64% were men. They tended to have multiple institutional affiliations: 31% worked in hospitals at least parttime, 20% worked in clinics, 82% maintained private practices, and 11% worked in forensic settings. Two percent described their primary theoretical orientation as systemic, 4.8% as biological, 14.4% as cognitive behavior, 29.4% as eclectic, and 48.6% as psychodynamic.
Characteristics of Patients
The sample included patients with all personality disorders recognized by DSM-III through DSM-IV as well as personality disorders described in the DSM appendices (30) . Table 1 lists the included personality disorders and associated numbers of subjects. The median length of treatment before completion of the SWAP-200 was 24 sessions, so the patients were well known to the reporting clinicians. The patients were 53.1% women and 46.9% men, with a mean age of 40.9 (SD=11.6). The mean Global Assessment of Functioning Scale score was 61.8 (SD=13.6), within the expected range for an outpatient sample with personality pathology.
Replicating the Five-Factor Model
Through item inspection, we identified a subset of 60 SWAP-200 items with content that mapped directly onto five-factor model factors and facets, and subjected these items to a principal-component analysis. There was a clear break in the scree plot between the fifth and sixth principal components, supporting a five-factor solution. Therefore, we retained and varimax-rotated five factors, which cumulatively accounted for approximately half (49.25%) of the variance in the 60-item set.
The rotated factors were remarkably similar to those of the five-factor model ( Table 2) . Only the openness factor (called by some researchers "culture" or "intellect") left questions as to interpretation, as it included items related to general psychological health. Openness has been the least consistent and interpretable dimension in previous five-factor model research (13) and is least relevant to psychopathology (and hence is least represented in the SWAP-200). The remaining four factors were unambiguous: neuroticism, low conscientiousness, low agreeableness, and introversion.
Factor Structure of the SWAP-200
We conducted a second factor analysis using the entire 200 items contained in the SWAP-200. The items were subjected to principal-component analysis. We examined the resulting eigenvalues, the percent of variance accounted for by each principal component, and the scree plot. The scree plot showed no clear break, with a gradual leveling between 10 and 20 factors. (This relatively large number of factors is consistent with the findings of Clark and colleagues, who used self-report instruments designed for personality disorder samples [3, 41] .) Seventeen of the principal components cumulatively accounted for approximately half (50.2%) of the variance in the item set. Thus, we retained and varimax-rotated 17 factors. The first 12 of the rotated factors proved theoretically coherent, readily interpretable, and well marked by multiple items.
(Eigenvalues for the first 12 principal components ranged from 2.7 to 23.9, accounting for 1.35% to 11.95% of the variance each. Scale reliabilities [coefficient alpha] for the 12 rotated factors ranged from a high of 0.94 [factor I] to a low of 0.59 [factor 10], with all other scales showing reliability >0.70.)
To verify the stability of the 12 factors, we performed additional factor analyses specifying fewer factors and more factors and consistently obtained similar factor solutions. We also performed a second factor analysis using oblique (promax) rotation. The results of the two approaches were virtually identical; for ease of presentation, we report results based on orthogonal rotation. Table 3 lists the items that load most highly on each of the 12 factors in descending order of factor loading. There appears to be little question about the interpretation of any of the factors.
Factor 1, psychological health, assesses the positive presence of psychological strengths and inner resources, including the capacity to love, find meaning in life experiences, and gain insight into self and others.
Factor 2, psychopathy, includes features associated not only with antisocial personality disorder but also with the classical clinical construct of psychopathy (42, 43) , such as lack of remorse, a seeming imperviousness to consequences, impulsivity, and a tendency to abuse alcohol and drugs. Factor 3, hostility, is straightforward and requires no interpretation. It resembles the five-factor model neuroticism facet of the same name.
Factor 4, narcissism, reflects self-importance, grandiosity, entitlement, and the tendency to treat others as audiences to provide admiration. The factor taps a core construct in contemporary clinical thought.
Factor 5, emotional dysregulation, refers to a deficiency in the capacity to modulate and regulate affect, so that affect tends to spiral out of control, change rapidly, get expressed in intense and unmodified form, and overwhelm reasoning. This construct is crucial to an understanding of borderline personality disorder and has no five-factor model equivalent.
Factor 6, dysphoria, captures depression, anhedonia, shame, humiliation, and a number of their cognitive and affective correlates. The factor is closely related to the fivefactor model neuroticism factor. Reasoning processes or perceptual experiences seem odd and idiosyncratic (e.g., may make seemingly arbitrary inferences; may see hidden messages or special meanings in ordinary events) 0.70 Tends to be superstitious or believe in magical or supernatural phenomena (e.g., astrology, tarot cards, crystals, estrasensory perception, "auras," etc.) 0.60 Perception of reality can become grossly impaired under stress (e.g., may become delusional) 0.49 Appearance or manner seems odd or peculiar (e.g., grooming, hygiene, posture, eye contact, speech rhythms, etc., seem somehow strange or "off") 0.49 Speech tends to be circumstantial, vague, rambling, digressive, etc. 0.45 Is extremely identified with a social or political "cause" to a degree that seems excessive or fanatical 0.41 Feels some important other has a special, almost magical ability to understand his or her innermost thoughts and feelings (e.g., may imagine rapport is so perfect that ordinary efforts at communication are superfluous) 0.40 Tends to confuse own thoughts, feelings, or personality traits with those of others (e.g., may use the same words to describe the self and another person, believe the two share identical thoughts and feelings, or treat the person as an "extension" of himself or herself, etc.) 0.37 Factor 10: oedipal conflict (histrionic sexualization) Tends to choose sexual or romantic partners who seem inappropriate in terms of age, status (e.g., social, economic, intellectual), etc. 0.63 Tends to become attached to, or romantically interested in, people who are emotionally unavailable 0.60 Tends to become involved in romantic or sexual "triangles" (e.g., is most interested in partners who are already attached, sought by someone else, etc.) 0.59 Tends to be overly sexually seductive or provocative, whether consciously or unconsciously (e.g., may be inappropriately flirtatious, preoccupied with sexual conquest, prone to "lead people on," etc.) 0.54 Fantasizes about finding ideal, perfect love 0.44 Tends to be sexually possessive or jealous, tends to be preoccupied with concerns about real or imagined infidelity 0.38 Factor 11: dissociation Tends to describe experiences in generalities, is unwilling or unable to offer specific details 0.59 Verbal statements seem incongruous with accompanying affect or incongruous with accompanying nonverbal messages 0.57 Appears to experience the past as a series of disjointed or disconnected events; has difficulty giving a coherent account of his or her life story 0.53 Tends to repress or "forget" distressing events or distort memories of distressing events beyond recognition 0.52 Tends to enter altered, dissociated state of consciousness when distressed (e.g., the self or the world feels strange, unfamiliar, or unreal) 0.38 Expresses contradictory feelings or beliefs without being disturbed by the inconsistency, has little need to reconcile or resolve contradictory ideas 0.37 (continued) Factor 7, schizoid orientation, bears a family resemblance to the extreme negative pole of extroversion, but a review of the items shows this to be a distinct and clinically richer construct. Patients high on this dimension do not just keep to themselves. They are also concrete in their thinking, barren in their representations of others (as reflected by an inability to describe others in meaningful ways), have constricted emotions, and have little capacity for empathy. In contrast, many introverts are reflective about themselves and others, feel emotion intensely, and are sophisticated and abstract in their thinking.
Factor 8, obsessionality, bears a family resemblance to the five-factor model conscientiousness factor. Note, however, that the obsessionality factor describes not only hyperconscientiousness but a cognitive and defensive style that includes absorption in details, intellectualization, preoccupation with dirt and contamination, intrusive and obsessional thoughts, stinginess, and difficulty discarding things. It appears related to the historical construct of obsessionality (see references 44, 45) .
Factor 9, thought disorder (or schizotypy), captures a phenomenon of crucial clinical import that has no fivefactor model equivalent (as acknowledged by McCrae [46] ). (With respect to research on psychotic spectrum disorders, this factor appears to assess characterological and subsyndromal positive symptoms; the schizoid orientation factor appears to assess subsyndromal negative symptoms.)
Factor 10, oedipal conflict, includes a constellation of items reflecting triangulated romantic relationships that always involve a third-party competitor, choosing romantic partners who are unavailable or inappropriate, sexual jealousy, and excessive or inappropriate seductiveness. Some readers may prefer the label "histrionic sexualization." Regardless of one's preferred terminology, the factor captures an important clinical phenomenon with no fivefactor model equivalent.
Factor 11, dissociation, describes incongruity and disconnectedness between affect, cognition, and memory that is often associated with a developmental history of trauma or abuse. This construct is of crucial clinical import, especially for individuals who have been victims of complex trauma and for many patients diagnosed with borderline personality pathology. The construct has no five-factor-model equivalent.
Factor 12, sexual conflict, describes a conflicted orientation toward sexuality, including the association of sexuality with danger (whether consciously or unconsciously), and guilt, shame, revulsion, or disgust in connection with sexuality. The factor is not represented in the five-factor model. From a clinical perspective, the absence of items to assess sexuality is a particularly salient omission in the five-factor model. It is also a significant omission from the perspective of evolutionary psychology.
Ruling Out Alternative Hypotheses
A critic might argue that the 12-factor solution reflects not so much the personalities of the patients but rather the shared cognitive schemas of the clinicians who provided the data. In this case, the factor solution would reveal more about the beliefs of clinicians than the characteristics of their patients (this same criticism has been directed against the five-factor model itself [47, 48] ).
The strongest version of the "cognitive schema" argument might run as follows. Nearly half of the participating clinicians reported a psychodynamic orientation. Could the factor solution therefore be a function of their shared theories?
To explore this rival hypothesis, we eliminated clinicians from the data set who identified their orientation as psychodynamic and reanalyzed the SWAP-200 data contributed by the remaining 257 nonpsychodynamic clinicians. The factor solution was virtually identical; the only substantive difference was that the 12th factor became a self-destructive factor and the sexual conflict items loaded on a 13th factor.
Another possibility is that the 12 SWAP factors are lowerlevel facets of the five-factor-model factors. If so, the factors could themselves be factor-analyzed, and the resulting higher-order factors should resemble the five-factor model. To explore this, we subjected the SWAP-200 factors to higher-order factor analysis using the strategy adopted by Clark, Livesley, and colleagues (49) . We first created variables to represent each factor by averaging items with loadings of 0.50 or higher (or above 0.35-0.40 if fewer than eight items had loadings >0.50). We then factor-analyzed factors 1-4 these 12 variables. The resulting scree plot showed no clear break. We nevertheless retained and varimax-rotated five factors.
The five-factor solution did not yield higher-order factors that were easily interpretable, and the factors did not resemble the five-factor model. The first higher-order factor was marked by schizoid orientation, dissociation, and psychological health (negative loading); the underlying construct is not readily apparent. The second higher-order factor was marked by narcissism, dysphoria (negative loading), and psychopathy; again, the underlying construct is not readily apparent, although one might stretch to label it malignant narcissism. The third higher-order factor was marked by one variable: obsessionality (which has often loaded on its own factor in prior research factoring axis II criteria, e.g., reference 50). The fourth higher factor was marked by sexual conflict and oedipal conflict and hence might be labeled problematic sexuality. The fifth higherorder factor was marked by emotional dysregulation and hostility; again, the underlying construct is difficult to discern, although it may reflect borderline affectivity.
The higher-order factors lack theoretical coherence and appear to bring less rather than more order to the data. We performed additional higher-order factor analyses, retaining and rotating three, four, and six higher-order factors, using both orthogonal and oblique rotations, but failed to find higher-order factors that resembled five-factor model factors.
Convergent and Discriminant Validity
As an initial step in locating the 12 SWAP-200 factors in a conceptually meaningful nomological network (establishing construct validity), we examined their relations with dimensional measures of the current axis II personality disorders. The reporting clinicians rated the extent to which patients met DSM-IV criteria for each axis II disorder using a 7-point rating scale (1=not at all, 4=has some features, 7=fully meets criteria). Table 4 presents correlations between the SWAP-200 factors and these personality disorder ratings. The SWAP-200 factors are clearly predictive where they should be and not predictive where they should not be, indicating strong convergent and discriminant validity. Predicted positive correlations (convergent validity coefficients) are noted.
The following findings are especially pertinent:
1. Correlations between SWAP-200 factor scores and related personality disorders (e.g., between psychopathy [factor 2] and antisocial personality disorder) were uniformly high, and correlations with unrelated personality disorders hovered near zero. This is striking given the generally poor discriminant validity (high comorbidity) of axis II personality disorder diagnoses (51, 52).
2. Emotional dysregulation (factor 5) correlated with borderline and histrionic personality disorders but not with depressive, dependent, or avoidant personality disorders. This suggests that emotional dysregulation and dysphoria ("neuroticism" in the five-factor model) are separate and distinct constructs (see also references 53, 54).
3. Schizoid orientation (factor 7) was related to both schizoid personality disorder and secondarily to schizotypal personality disorder but not to avoidant personality disorder. This is important because prior empirical studies have had difficulty distinguishing between schizoid and avoidant personality disorders, and comorbidity between the disorders is often above 50% (see reference 25). Additionally, both schizoid and avoidant personality disorders are candidates for the extreme negative pole of extroversion, yet the schizoid factor correlated with only one of them.
4. Thought disorder (factor 9) distinguished schizotypal personality disorder from all other personality disorders, even schizoid and borderline. In contrast, previous empirical studies have found high comorbidities between schizotypal, schizoid, and borderline personality disorders (see reference 55).
Discussion
The SWAP-200 factors provide a more differentiated description of personality than the five-factor model in a sample of patients diagnosed with personality pathology. For example, it differentiates between dysphoria and emotional dysregulation, a distinction that has great clinical import. Many clinical syndromes are associated with dysphoria (or negative affectivity), but the affective lability or dyscontrol captured by the emotional dysregulation factor appears unique to patients with borderline and histrionic personality disorders (and has emerged in other item sets designed to assess the spectrum of normal and pathological personality) (41, 56) .
The SWAP-200 factor structure differentiates between hostility, psychopathy, and narcissism, whereas the fivefactor model attempts to capture these phenomena through various combinations of low agreeableness and low conscientiousness. Whereas five-factor model researchers have explained obsessional personality disorder as extreme conscientiousness, the SWAP-200 obsessionality factor includes many elements not accounted for by conscientiousness. Patients high on this dimension were not only conscientious but were also affectively constricted and intellectualized, stingy, and concerned about dirt and contamination. They manifested other traits associated with historical descriptions of obsessional character organization (see, e.g., references 44, 45, 57) .
The emergence of thought disorder, oedipal conflict, and sexual conflict factors is especially noteworthy and further highlights the clinical limitations of the five-factor model. Thought disorder is a crucial psychological construct relevant to personality pathology that could not have been anticipated in the development of five-factor model instruments in nonclinical samples. The absence in the five-factor model of such an important dimension as sexuality also speaks to its limitations as a comprehensive model of personality, from both a clinical and an evolutionary standpoint.
Potential Objections
Several objections could be raised to this study, of which two are most important. First, a critic might argue that the factor analytic results are an artifact of an idiosyncratic item set that does not include the "right" items. The steps taken to develop the SWAP-200 item set should minimize this concern. The item set includes multiple markers of the five-factor factors and does indeed allow us to recover a five-factor solution using a large subset of the items. In addition to sampling from the universe of personality descriptors contained in everyday language, the SWAP-200 reflects an effort to sample in a systematic way from the universe of personality descriptors used by professionals who treat personality pathology (without resorting to jargon that would limit its reliability and usefulness). Thus, the item set includes 80-plus personality descriptors that reflect the consensus of the framers of the DSM over three successive editions regarding the variables necessary for describing personality pathology, plus over 100 additional items reflecting the feedback of hundreds of clinicians who used earlier versions of the SWAP to describe their patients. We also followed generally accepted psychometric practices to minimize redundancy of item content (e.g., eliminating or rewriting items that were highly correlated) that could lead to artifactual factors.
A second potential objection is that the factor structure reflects clinicians' biases. This argument runs as follows: psychiatrists and clinical psychologists are so moored in theory and diagnostic categories that their descriptions are inherently biased, suspect, and invalid (i.e., they describe their theories rather than their patients). Although confirmation biases are real and can influence both expert and lay observations, this is an argument that we do not generally apply in other branches of science or medicine. Few would argue, for example, that radiologists are less qualified to read X-rays than their patients because they have too many preconceived ideas based on training and experience. The argument smacks of an anticlinical bias and implies that the cumulative insights of generations of professionals have less evidential value than the casual observations of laypeople.
Anticlinical biases notwithstanding, a number of considerations should minimize this concern. First, we were able to replicate the five-factor model factor structure in a subset of items that tapped constructs relevant to the fivefactor model. Since most clinical practitioners are unfamiliar with the five-factor model, this suggests that they were indeed describing their patients and not their theories. Second, the 12 SWAP-200 factors emerged when we stratified the sample by clinicians' theoretical orientation (the finding is consistent with earlier data showing minimal differences between cognitive behavioral and psychodynamic clinicians, despite considerable differences in theory and training [29] ). Third, the 12-factor solution did not simply reproduce axis II diagnoses, even though the research design arguably pulled for this (because we asked clinicians to describe patients with specific axis II diagnoses). Finally, clinician bias cannot account for the theoretically coherent pattern of correlations between SWAP-200 factors and personality disorder ratings. It is implausible to imagine that instead of describing their patients, clinicians were juggling 10 diagnostic prototypes (axis II diagnoses) in their minds while simultaneously trying to sort 200 items (see reference 30 for a more detailed discussion).
Applying the Lexical Hypothesis to Personality Disorders
Ultimately, the five-factor model is a model of personality derived from the constructs and observations of lay-people, and it provides an excellent map of the domains of personality to which the average layperson attends. However, the present findings suggest that the five-factor model is not sufficiently comprehensive for describing personality disorders or sophisticated enough for clinical purposes.
In contrast to laypeople, practicing clinicians devote their professional lives to understanding the intricacies of personality. They develop intimate knowledge of others' lives and inner experience in ways that may not be possible in everyday social interaction. Moreover, they treat patients with variants of personality pathology that laypeople encounter only infrequently (and are likely to avoid when they do encounter it). One would therefore expect expert clinicians to develop constructs more differentiated than those of lay observers.
Indeed, if this were not true, it would violate the lexical hypothesis on which the five-factor model rests: that language evolves over time to reflect what is important. To the extent that mental health professionals observe personality with particular goals and expertise, and observe the more pathological end of the personality spectrum, the constructs they consider important should differ from those of the average layperson.
Implications for the Classification of Personality Disorders
There is considerable ferment in personality disorder circles regarding the best way to reconfigure axis II for DSM-V. A consensus is emerging that the basic framework laid down in DSM-III and revised over subsequent editions has been fruitful in generating a rich empirical literature, but that 25 years and hundreds of studies later, the framework needs reworking. Virtually all the major alternatives are dimensional, with most focusing on factoranalytically derived personality traits rather than the multifaceted constellations of traits (personality types) historically connoted by the term "personality disorder." The major question has been how to identify the optimal traits or dimensions. (Elsewhere we have proposed a "prototype matching" approach that preserves the concept of personality types and also permits dimensional diagnosis; see reference 58.) Most of the proposed dimensional approaches derive from factor analysis of self-report questionnaires. As we have argued elsewhere, self-report data have significant limitations in clinical contexts, especially with respect to assessing personality disorders (26, 30, 53) . We believe that the most useful trait approaches to personality disorders will be those derived from item sets designed explicitly to 1) tap constructs considered useful by clinicians who treat personality pathology and 2) assess pathological personality processes in addition to traits observed by laypeople in everyday social interaction.
Finally, future revisions of axis II will need to balance empirical considerations with clinical utility. It is not sufficient for a diagnostic system to be empirically elegant; it must encompass the spectrum of personality pathology clinicians see in real-world practice, it must be practical to apply in the clinic as well as the laboratory, and, ideally, it should help guide therapeutic intervention. Ultimately, the most empirically elegant classification system will have little impact on clinical practice if clinicians do not find it helpful for understanding their patients.
